There is a 20 year history of concern among professional societies in North America and Europe about the effects of an increasing total supply of physicians and surgeons upon the workload of individual practitioners. As Jennett observed nearly a decade ago, there is a "dilution of experience that must inevitably result when there are more doctors (of any specialty) for a similar disease incidence". By multiplying the mean number of times each procedure was performed annually (adjusted for the percentage of all neurosurgeons performing the procedure), by the relative value units (RVU) for that procedure, as shown in table 2, the annual total number of relative value units is obtained for each procedure. To calculate the BHE workload of one neurosurgeon, the sum of relative value units for all 34 operative procedures (5545) was divided by the relative units assigned to one operation involving burr holes for evacuation of epidural or subdural haematoma (22-0 units). This process led to the conclusion that one neurosurgeon performed the equivalent of 252 burr hole procedures annually (each procedure involving one or more burr holes). Assuming 46 weeks of practice annually, the weekly workload is the equivalent of 5-48 burr hole procedures. When using this method, however, it should be emphasised that the profile of a hypothetical mean workload that emerges must be examined within the context of the known range of case mix and volume of services between and among individual surgical practices.
Discussion
More than one factor probably contributes to the highly selective workload of neurosurgeons. First, there may not always be sufficient time to do everything one would like to do. Second, the growth of neuroradiology as a subspecialty in recent years no doubt contributes to the absence of myelography among the professional activities of many neurosurgeons (44%). Third, results suggest the frequent occurrence of an informal process of regionalisation of neurosurgical care within the catchment area of teaching centres. Many patients with carotid disease, trigeminal neuralgia, pituitary microadenomas, craniostenosis, and myelomeningocoele are referred to those surgeons with special interest and experience in these neurosurgical problems. Thus selectivity in practice also reflects the increasing subspecialisation of the discipline.
More than a decade ago, Drake suggested that some neurosurgeons in the USA are engaged in "what might be called the general practice of neurosurgery", with more "front line care" than "specialised neurosurgery".' A British general practitioner has labelled such doctors less charitably as specialoids ("I thought it nicer than pseudospecialists") who provide generalist services embellished with the technology of tertiary care."6 The relevance of the case mix encountered in practice to the maintenance of knowledge and skills applies also to medical specialists, as I have previously suggested.'7 For example, in the year 2000, when each one of the 11 755 neurologists in the USA will be available for the care ofonly 22 800 people,'8 a neurologist may be expected to encounter only one new patient with syringomyelia and myasthenia gravis every 10 years.
In the field of health manpower, the capacity to define the range and volume of tasks performed is a controlling influence of major importance. I would suggest that a major objective for the 1990s among the international organisations of neurologists and neurosurgeons is to develop a consensus in support of the Global Strategy for Health for All ( 
